Breast cancer is one of the most common malignancies among women in the United States. Based on 1,150 cases operated by the author, 56% of all operable breast cancers were treated either by radical mastectomy or extended mastectomy and 44% were treated by modified mastectomy during the 5 year period from 1974 -1978 . However, in 1985 of the patients were treated by partial mas tectomy and radical mastectomy was performed on only 5% and the rest were treated by modified radical mastectomy. These changes in the treatment of breast cancer are now being seen throughout the United States.
was performed on only 5% and the rest were treated by modified radical mastectomy (Table 2 ). These changes in the treatment of breast cancer are now being seen through out the United States. According to a study done by the American College of Surgeons the removal of the pectoralis major muscle.3 The choice of using either procedure depends upon the individual surgeon. If breast reconstruction is being considered for the future, preservation of both the pectoralis major and minor muscles is cosmetically superior to preserving one muscle alone. Partial mastectomy with node dissection followed by post-operative radiation has been getting more attention for the past several years in the United States (Fig. 2 ).
Partial mastectomy consists of the removal of breast tissue well around the primary site with in continuity or discontinuous axillary lymph node dissection. External irra diation of 5,000 rads in 5 weeks will be delivered to the breast.
Partial mastectomy without irradiation is also performed on selected favorable patients.
In the case of a lumpectomy, additional radiation therapy using interstitial radio isotope implant (192Iridium) is given at the site of the primary tumor, either at the time of the lumpectomy or after completion of the external radiation (Fig. 3 ).
Radical mastectomy accounts for only 5% of all surgical procedures performed for breast cancer at the present time. It is used mostly for locally advanced tumors, such as a large tumor affixed to the underlying pectoral muscle or obvious tumor involvement in the regional lymph nodes. An extended radical mastectomy has not been used in recent years. If the tumor is located medially or centrally, a biopsy of the internal mammary lymph nodes is performed in some institutions, and if there is node involve ment, post-operative radiation is given to these areas. technique. Hayward12 also reported 30% local-regional recurrence in the TIT2N0 pa tient group after treatment of 3,800 rads using 300KV machine . Furthermore, from a histopathologic standpoint , Connelly13 reported local failure after radiation therapy is associated with a prominent intraductal component within the tumor , non-invasive carci noma in adjacent tissue and poor cytologic differentiation of the primary tumor. Fisher14 also indicated that intralymphatic extension by the tumor contributed to a high incidence of local recurrence after radiation therapy . Whatever the results were, these studies, some conducted prospectively on a randomized basis , others prospectively among selected patients and others retrospectively show that no firm conclusion can be made as to which treatment is superior to the other in comparing the types of treatment . What then is the real benefit and advantage in preserving the breast during treat ment of breast cancer? Does the improved sexual and body image and the overall psychological adjustment of patients who are treated with conservative management justify the cost, inconvenience and potential morbidity? Is it worthwhile to go through 5 weeks of radiation therapy especially with inconvenience to elderly patients and the fear of future recurrence and carcinogenic effects among young patients? Does partial mastectomy and radiation therapy really maintain superior cosmetic results as compared to the reconstructed breast after a mastectomy in the case of a patient with small breasts or when the primary tumor is located cenrally or in the medial half of the breast? Doesn't the removal of a large tumor mass leave a distorted breast? Montague18 re ported 14% of the patients developed severe fibrosis and 22% developed breast edema after irradiation; even Harris reported that 73% of the patients so treated by radiation had excellent cosmetic results. 1 Partial mastectomy and lymph node dissection without radiation therapy has been reported by Crile21 with a good result in treating early selective breast cancer. Cur rently, it is under study by NSABP B06 protocol20 and the preliminary report indicates a higher rate of local recurrence noted among the group without radiation therapy when compared with the radiated group. There is no difference in survival rates in both groups. Partial mastectomy without radiation has been used in selected cases such as poor medical risk patients, elderly patients and patients with a very isolated small primary tumor. If the tumor is small enough, less than 2cm in diameter and located at the upper outer quadrant on the breast, particularly if it is the patient's preference, there is no reason not to do conservative treatment. In my personal series, 43% of patients presented with tumors 2cm or less located other than centrally and thus could be candidates for breast preserving surgery. The number of conservatively treated cases will increase, probably to 25-30% in the near future in the United States.
Adjuvant chemotherapy treatment has been routinely given patients in the United
States who have metastases to the regional lymph nodes for the past 10 years. However, procedures. This information is important, not only in determining what kind of treat ment is necessary at the time of recurrence , but also used for anti-estrogen as an ad juvant therapy. Also, as recent trends indicate, a fair number of patients ask for a biopsy of the tumor first and then definative treatment in separate steps-the so-called two stage opera
tion. An advantage of this procedure is that the pathology of the biopsy specimen can be examined more extensively by permanent sections and also the patient has a chance to get a second opinion before deciding what type of procedure should be performed. As a disadvantage, the patient requires two separate anesthesias and it prolongs hos pitalization. In order to avoid any misunderstandings and confusion between the patient and the surgeon, the surgeon must explain to the patient, not only the outcome of the procedure, but also what alternative treatments are available for breast cancer treat ment.
Reconstruction of the breast after a modified mastectomy is also becoming quite popular over the past 10 years. Most of the reconstruction has been done 5-6 months after the mastectomy. McCann double lumen silicone prosthesis is the one most com monly used. This is placed under the pectoralis major muscle with very acceptable cosmetic results and resultant psychological benefits (Fig. 4) . 
